This cross-sectional study, based in implementation intention theory, describes action plans developed by women with hypertension (n=49) to add no more than 4g of salt per day to food and to reduce consumption of salty foods, as well as describing the barriers perceived and the coping strategies adopted for putting the action plans into practice. The plans were categorized according to similarities and were submitted to frequency analysis. The majority of the action and coping plans had to do with the effectuation of the behavior involving adding up to 4g of salt per day per person to food. The action strategies were aimed at quantifying the salt added, and the main obstacles were related to the reduced palatability of the food made with less salt. The coping plans have to do with preparing foods separately and to using natural seasonings instead of salt. This data can help the nurse to design activities for clinical education, with a view to reducing salt consumption among patients who prepare their own food.
Introduction
Arterial hypertension (AH) is a condition with multiple causes, with high sodium consumption being a key factor in the greater pressure levels found in hypertensives compared to normotensives (1) . Studies -experimental, populational and systematic review -have shown a direct relation between reduction in consumption of sodium in food and decrease in arterial pressure (AP) levels and, consequently, in cardiovascular risk resulting from hypertensive scenarios (2) (3) (4) .
The restriction of salt in the diet is an important nonpharmacological measure for the therapeutic management of the hypertensive patient, a maximum consumption of 4g of salt per day or 1600mg of sodium per day being recommended for these individuals (5) . Recent studies, however, provide evidence of daily salt consumption among hypertensives of around 12.5 to 13g, mainly originating from salt added during the preparation of foods (6) (7) .
The development of interventions for reducing the addition of salt during food preparation in this population is thus a priority. The form of the intervention, however, depends on establishing the determinant factors behind the adoption or not of this behavior.
A previous study (7) for identifying predictive factors for salt consumption among hypertensives, carried out using an expanded version of the theory of planned behavior (TPB) (8) , found that the principal predictor for the behavior of adding salt to foods was intention. However, although it reproduced the prerequisite of the cognitive-behavioral models according to which motivation to act (intention) is the principal determinant for action (behavior) (8) (9) (10) , it was noted that the in the intention-behavior relationship, presenting principally in individuals who possess a positive intention to adopt the behaviour, but who fail to implement it (11) .
The strategy called Implementation intentions aims to help individuals to turn positive intentions into effective behavior. This strategy has been divided by some authors into two components: Action Planning (12) and Coping Planning (13) . Action Planning consists of mental simulation, linking situational cues and concrete behavioral responses to future situations, specifying when, how and where a determined action will take place. Action planning is seen as a tool for the development of self-regulatory habits to help in behavioral change, making individuals aware of matching future situations of accomplishing the behavior with possible coping responses (12) .
Coping Planning is focussed on risk situations or barriers which may impede or negatively interfere with the achievement of a target behavior (13) . It is independent cognitive planning and represents a mental link between the anticipation of situations which will put the achievement of the planned behavior at risk and possible coping responses.
This planning aims to empower the individual to act in accordance with his or her intentions even in situations in which the barriers or obstacles change the intended action or when counterintentional behaviors are evoked (14) .
To our knowledge, at the time of writing no study has applied the implementation intentions strategy to salt consumption reduction. The identification of how hypertensive patients imagine it to be possible to reduce sodium consumption, as well as of possible barriers anticipated and the strategies identified to overcome them, provides support for the activities of the nurse who would like to implement intervention with a view to reducing sodium consumption in other populations too. Thus, this study aims to describe the action plans developed by these women for adding a maximum of 4g of salt per day to foods and for reducing their consumption of highly-salted foods, as well as the barriers perceived and the respective coping strategies hypothesized such that the action plans may be carried out.
Method
This study is a cross-section of a wider experimental study (15) , which verified the effect which the action planning and coping planning interventions had on the reduction in salt consumption among hypertensive women. In this study, the planning elaborated by the hypertensive women was subjected to descriptive-exploratory analysis. The study was undertaken in three outpatient centers specialized in care for hypertensive patients and a primary healthcare unit in Campinas, Brazil. The subjects of the study were 49 hypertensive women included in the intervention group of the experimental study (15) ; the criteria for inclusion in the group were to be over 18 years of age, to have been clinically followed for over six months, and to be responsible for making their own meals. The participants were characterized by sociodemographic variables (age, ethnicity, years of schooling completed, marital status, whether or not they are working legally, and their individual and family monthly income, as determined by a previously validated instrument (6) (7) ) and by clinical variables (arterial pressure (16) and body mass index obtained by a physical exam at the time of the interview). The characterization of salt consumption was carried out through two self-reporting instruments validated in previous studies (6) (7) (salt consumption per capita and a questionnaire evaluating consumption of ready-made seasonings) and urinary excretion of sodium over 24 hours, obtained by atomic absorption spectrometry analysis of a sample of urine from the 24 hour period.
Planning Strategies
The planning strategies were arranged in individual 
Data analysis and Ethical Aspects
The analysis of the plans developed was set up following recommendations for content analysis in the context of behavioural study theories (17) (18) . Three lists were 
Results

Characterization -Clinical, Sociodemographic and by
Salt Consumption
Action Planning and Coping Planning
On average, 2.5 (±0.6) action plans and 1.6 (±0.91) coping plans were developed for each participant in the research. For the behavior of reducing consumption of highlysalted foods and ready-made seasoning, the most frequent action plan was to stop buying or to reduce the frequency of use of, or portion size of, ready-made seasonings (65.3%).
The obstacle referred to most (52.3%) was eating out (in restaurants or in relatives' houses) which makes it difficult to control the quantity of salt added to the food. As far as coping plans are concerned, the most frequent was to serve oneself with unseasoned foods (salads, vegetables cooked without salt) when not dining at home (36.4%). Figure 1 presents the association between action plans, perceived obstacles and coping strategies.
Discussion
It was observed that average salt consumption in the group studied (estimated by urinary sodium) was more than twice what is recommended in the literature for those with arterial hypertension (5) , related principally to the addition of salt in the preparation of foods, corroborating the findings of previous studies (6) (7) , and confirming the need for the development of interventions focussed on
This study aimed to analyze the action plans, obstacles and coping plans elaborated by hypertensive women to reduce the addition of salt in foods, as well as reduce the consumption of highly-salted foods and ready-made seasonings. Carrying out this planning is a central stage in the Implementation Intentions strategy, which aims to help the individual to implement positive intentions, turning them into effective behavior, serving as a "guide for action" (12) (13) (14) .
The analysis of the interviews pointed to the diversity of action plans, as well as of the obstacles anticipated and the coping plans, which were coherent with each other and formulated by the patients themselves, independently or with the help of the researcher, as envisaged in the Implementation Intentions strategy.
It can be seen that the patients elaborated many action plans and coping plans for the behavior of using no more than 4g of salt in food preparation. As salt added to food is the principal source contributing to total salt consumption in this group, the implementation of these plans should contribute significantly to the reduction in ingestion of this nutrient.
Below, some aspects referent to the most frequent action plans, obstacles and coping plans in the group studied are discussed.
Among the action plans for the effectuation of the behavior of adding at most one teaspoon of salt per person per day to foods, the plan to use a measure for quantifying the salt used on food preparation stands out.
A previous study which evaluated the determinants for this behavior among hypertensive women (7) observed that the higher an individual's score for their habit of not controlling salt use, the less motivated they were to adopt the behavior. In the study referred to, the beliefs that obtained the highest scores were: "using more than 4g of salt per day in food preparation is:
something I do automatically, do frequently and which is part of my routine".
Habit is defined as a sequence of learnt acts which become automatic responses in one's day-to-day, the automaticity and lack of consciousness being the most important elements in characterizing it. In this context, the behavior is guided by implicit structures, without decisions being made (19) . Thus, the plans elaborated portray an attempt to modify the automatic character which surrounds the food practice of lack of control in salt addition, and show that they are important for this population.
Among the obstacles to reducing salt consumption were also observed among patients with cardiac and renal insufficiency (20) (21) . Considering the strategies for coping with the obstacles, such as adding natural seasonings to food instead of salt, one can observe that the patients themselves seek to circumvent the reduction of pleasure in food caused by reducing salt by substituting it with other seasonings. Through their adoption of practical alternatives to salt, one can observe the importance given by patients to the fact of recognizing and respecting the pleasurable side of eating.
As far as reducing consumption of highly-salted foods is concerned, more than half of the patients referred to eating out as an obstacle. In a study carried out with 246 patients with cardiac insufficiency, approximately half of those interviewed referred to the fact of friends or family members not offering low-salt options at their homes as a barrier (20) . However, it was observed that the patients were able to formulate strategies to overcome this difficulty, by, for example, serving themselves more with unseasoned foods.
Another aspect frequently mentioned among obstacles was concern about family members' and visitors'
opinions about the taste of foods prepared with less salt.
For these obstacles, the coping strategies proposed were:
to prepare one's own food separately from that of the rest of the family and visitors, and, further, to ask family members/visitors to add salt to their own food if they wished. The patients also emphasized the importance of reinforcing on the family the need to consume food with less salt, not only for their personal health but for that of the family too.
It may be seen that the action plan which presented the most obstacles related to its implementation was the plan referring to using one teaspoon of salt per person per day in food preparation (which was related with six of the ten obstacles referred to for this behavior). Such a phenomenon suggests that this plan, despite its frequency in the study's population, indicates a behavior which the patients perceive as difficult to implement.
Studies carried out with hypertensive women with cardiac insufficiency (21) (22) identified that the lack of educative and counselling activities for salt reductioncarried out by a health professional -was perceived as an important barrier to reducing salt ingestion. Remaining with these studies, having a health professional to followup to assist the change in this behavior was indicated as a strategy for coping with the difficulties perceived in reducing salt consumption. The use of the combined strategies of action plans and coping with obstacles can be an effective way to change eating practices related to the ingestion of sodium.
It is supposed that the formulation of an action plan increases an individual's chances of acting as he or she had Agondi RF, Gallani MCBJ, Cornélio ME, Rodrigues RCM.
www.eerp.usp.br/rlae 493 intended and also to initiate the target-behavior faster (12) .
Specifying when, where and how a determined action will take place permits the reporting of situational cues and concrete behavioral responses to future situations, meaning that spontaneous reactions may be replaced with previously constructed plans (12) . Coping planning, in its turn, is focussed on risk situations or barriers that can impede or interfere negatively with the implementation of target-behavior, triggering necessary self-regulating coping responses which are already available to the subject, as a result of her previous experiences (13) (14) .
As the literature clearly emphasizes (8) , providing 
Conclusions
It is concluded that action plans and plans for coping with obstacles were, on the whole, coherent, with the measuring of the salt used during or after food preparation standing out as the principal action plan. The most frequent barrier was the loss of palatability of food, perceived by the patient herself or by her social contacts;
having as its coping plan the separate preparation of the subject's own food, and use of natural seasonings. This data can help the nurse to direct her clinical-educative activity concerning the reduction of salt consumption among patients who prepare their own food.
